The surgical relief of mitral stenosis is now an accepted procedure, and the results are most gratifying when performed for clear-cut cases of stenosis without regurgitation. In selecting cases suitable for operation one of the chief difficulties is to differentiate mitral regurgitation from mitral stenosis, and, where the two are associated, to decide which is the major component. Auricular fibrillation is not considered a contraindication to operation, but it does add to the hazard because thrombus may be present in a fibrillating auricle. Then at operation an embolism may be separated off from the thrombus and lodge in a peripheral artery, producing a hemiplegia in the case of the cerebral vessels, or gangrene in the case of the limb vessels.
However, clot formation is not common in an auricle which is in normal rhythm and has never been in fibrillation. Furthermore it must be uncommon for a clot to be attached in such close proximity to the mitral orifice of a normally beating left auricle that it overlies the mitral valve, thereby producing the symptoms and signs of mitral stenosis. Yet such a condition was present in the case to be described, and it caused death following an operation for exploration of the mitral valve. Examination on admission revealed a welldeveloped, cheerful woman in no distress. There were no significant findings apart from the cardiovascular system. The apex beat was in the fifth interspace in the mid-clavicular line. The first heart sound was normal in all areas. There was a short presystolic diastolic murmur confined to the apex. The pulmonary second sound did not appear to be accentuated. Rhythm was regular at 80 per minute. Blood pressure varied between 120/80 and 140/65 when recorded on different days. The above findings were noted by Dr. Davies and various members of the medical staff.
However, some days later when we saw the patient in consultation to consider surgery no cardiac murmurs were audible, even after the patient had been exercised. Some two weeks later a loud diastolic murmur returned and continued up to the time of operation. An electrocardiograph on September 28 showed nodal rhythm ( Fig. 1 ), but on October 15 a further electrocardiograph showed sinus rhythm and a normal pattern (Fig. 2) .
Cardiac catheterization was performed by Dr. J. A. Cosh on November 9. The findings are shown in the Table. It will be seen that the mean pulmonary artery pressure was 36 mm. Hg at rest and rose to 65 mm. Hg after three minutes' exercise, and the group.bmj.com on October 29, 2017 -Published by http://thorax.bmj.com/ Downloaded from finger was introduced into the left auricle a small amount of regurgitation was felt through the mitral valve. The valve admitted about one and a half fingers. The antero-lateral commissure was open right to the annulus fibrosis, but the postero-medial commissure was firmly adherent and thickened for about half of its length. This was obviously the seat of chronic rheumatic disease with some degree of pathological stenosis which, however, was not of a clinically significant degree. No clot was present in the auricular appendix and, unfortunately, none was felt by the exploring finger in the auricle itself. Accordingly the auricular appendix was amputated and closed with purse-string and mattress sutures.
Post-operatively the patient was unduly restless, and some hours after the operation had finished it was evident that she had a right-sided hemiplegia. She slowly improved over a period of seven days and then began to deteriorate and died on the eleventh postoperative day.
A necropsy was performed. This revealed infarction of the left internal capsule of the brain and of a large area of overlying cerebral cortex. There was also an embolic infarction of the right kidney of about 10 days' duration. The heart showed chronic rheumatic endocarditis, with a mild degree of mitral stenosis. There was a thrombus firmly attached to the left auricular wall just above and to the outer side of the antero-lateral commissure of the mitral valve. It did not extend out as far as the suture line of the amputated appendix. The thrombus was overlying the mitral valve, and it appeared that it would have had a ball-valve effect (Fig. 3) . Sections of the thrombus where it was attached to the auricular wall showed areas of hyalinization and fibroblastic reaction and an endothelial covering, indicating its probable age to be of several weeks. Sections of the auricular wall showed no Aschoff nodules and the muscle was not hypertrophied.
In retrospect, this patient was not suffering from mitral stenosis of clinical significance, but had in fact developed a thrombus attached to the wall of the left auricle which was in normal rhythm. 
